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abdominal incision a strip of iodoform gauze is placed reaching down 
to the pedicle. 

“ This fixation behind the parieties has many advantages. In 
the first place it prevents the pedicle from falling back, and possibly 
causing intestinal obstruction (Treub). Secondly, it adheres quickly 
to the wall, and if infection occurs through the vagina it is rapidly 
shut off by adhesions, and the pus drained away by means of the 
iodoform gauze. ^Finally, in case of bleeding the iodoform gauze 
acts as a haemostatic. 

“ The operation is simple, quickly and easily performed, and 
gives the greatest chance for recovery.” 

RICHELOT ON THE OPERATIVE TECHNIQUE OF 
VAGINAL HYSTERECTOMY. 

In the June and July numbers of the Archives Generates de 
Medecine G. Richelot (Professeur agrege a la Faculte, Chirurgien de 
l’Hopital Saint-Louis), writes upon the “ Operative Technique of 
Vaginal Hysterectomy.” M. Richelot bases his article upon the 
personal experience acquired in 225 operations of this nature, in 
which he had eleven deaths, operations made, as the writer says, 
“ under the most varied and dangerous conditions, having never 
declined to operate when there seemed a chance of recovery for the 
patient.” He is thus able, in describing his personal method, to 
present all phases of the operation. 

Few instruments are necessary, and these are very simple. 
Assorted sizes of retractors, from 6 to 12 cm. long (2*4 to 4 inches) 
and 2 to 4 cm. wide to 1 inches); long and short straight bis¬ 
touries; long uterine scissors curved on the flat; several toothed, 
straight and curved traction forceps; a score of ordinary artery clamps, 
and a dozen somewhat longer (6j4 inches) haemostatic clamps, eight 
of them with straight blades and four with curved ones. These are for 
the broad ligaments. Two or four straight bladed ones are frequently 
sufficient; the others may be needed temporarily. The curved ones 
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are rarely used. The jaws are 6 cm. or more long inches), and 
the handles rotor, cm. (4 to inches). Some may have shorter 
jaws, thus securing greater firmness of grasp. Sponges, iodoform 
gauze, needles, silk and silk-worm gut should be in readiness in case 
the bladder should be wounded. The dorsal position of the woman 
is greatly to be preferred. 

The author says : “I have three different operations to describe 
for the three conditions of the uterus which may require vaginal 
hysterectomy. 

“ 1. Movable uteruses. These include localized cancer, certain 
forms of prolapse, or of metritis, which resist treatment; rarely a 
case of neuralgia of the uterus. 

“ 2 - A d h Ment uteruses with lesions of the adnexa, or with 
pelvic suppuration. 

“ 3 - Uterine fibroids where the seat and number of the tumors 
render a total extirpation necessary, and where the mass is not so 
large as to prevent removal in this way. 

“Vaginal hysterectomy, as applied to movable uteruses has been 
fully worked out, but the other operations are new, and the surgeon 
who attempts them is obliged to acquire a second education; they 
differ markedly from their predecessor. With the first operation 
hiemostasis by means of clamps is the method of choice; with the 
other two the difficulties are increased and forcipressure is no longer 
optional; it is absolutely essential in the ‘ hysterectomie par mor- 
cellement.’ ” 

. Where the Uterus is Movable .—The posterior retractor being 

m place, and the anterior lip of the cervix seized and drawn down 
as far as possible, a circular incision in the vaginal insertion is marked 
by a bistoury, and deepened by means of curved scissors. It is 
necessary to work carefully as far as to the uterine tisssue; then, to 
free the anterior surface of the organ, the vaginal tissue is pushed 
carefully away, cutting with the scissors such vagino-uterine muscular 
fibres as may be necessary. When all the fibres of attachment are 
loosened the finger can easily work its way through the cellular 
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tissue, using the scissors, however, and cutting close to the uterus 
whenever there is the least resistance. The detached tissue forms a 
roll above the retractor. The bladder is already far distant; by 
hugging closely the uterus the integrity of its wall is never placed in 
jeopardy. 

Behind all is easy ; the rectum is some distance away, and the 
index finger is soon able to work on into the base of Douglas cul- 
de-sac. 

At the sides the mistake is often made of not enlarging the first 
incision for fear of cutting the broad ligaments. It is really better 
to cut with scissors the vaginal insertion, and even a tenth of an inch 
of the ligament proper—the uterus descends better. But it would be 
bad to go too far, and to be obliged to clamp thus early some branch 
of the uterine artery. 

No htemostasis is needed ; there is but little bleeding, and this 
usually ceases spontaneously. There is, however, a small vessel in 
front of the cervix to the right and to the left which may bleed 
enough to require a clamp for a few minutes. 

Thus far a posterior retractor is all that has been necessary. As 
that is broad the vagina is opened sufficiently to obviate the use of an 
anterior blade, the finger sufficing to prevent the vaginal wall from 
falling. One can continue in this manner with a loose vagina and a 
yielding uterus. If, however, so little vaginal tonicity, or shortness 
of the ligaments, offer resistance it is better now to dispense entirely 
with retractors; a finger alone at the level of the commissure, and 
moderate traction causes the uterus to descend in proportion to the 
thoroughness with which the surfaces have been cleared ; it is a true 
enucleation. Already the broad ligaments, now very oblique, are 
collected in two very large cords at the angles. 

In cases of movable uterus the descent is favored by the absence 
of retractors. The retractor is only needed at the beginning of the 
operation to expose the cervix and to make the primary circular 
incision. There need be no anxiety to seek the anterior cul-de-sac. 
Care should be had not to cut until the peritoneal membrane is 
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plainly visible. The separation of the tissues should be continued 
until there is seen closely applied to the anterior uterine wall the 
bottom of the cul-de-sac, as a thin glistening membrane. The 
pressure of the finger usually suffices to divide the serous coat, 
or better a snip with the scissors. Behind, the curved scissors, 
working upward and keeping close to the uterus, quickly reaches 
the peritonaeum, and pierces it without further trouble; two fingers 
enlarge the opening. 

The uterus is still held by the broad ligaments, which it is neces¬ 
sary to treat next. For a long time Richelot has used a method of 
inversion from behind at this stage. Placing the first and second 
fingers ot the left hand in the place of the posterior retractor, he 
works them as far up in Douglas’ cul-de-sac as possible, and makes 
sure that a coil of intestine will not prevent the manceuvre. Being 
satisfied of this, he seizes the posterior uterine wall with toothed 
forceps, and, making traction, uses his fingers at the same time to 
depress the fundus. A second forcep, if necessary, is applied higher 
up, and soon the uterine body is quite inverted. The cervix has 
meanwhile been held by traction forceps, so that the uterus is folded 
upon itself, fundus and cervix lying side by side in the vagina, thus 
preventing mucous discharges from entering the peritoneal cavity. 

This manceuvre has compressed and narrowed the broad liga¬ 
ments. The index finger, still in the posterior opening, is slipped to 
the right and hooks over the inverted ligament, its tip appearing in 
the utero-vesical cul-de-sac, which is now opened, if it has not been 
done before. Then taking a long pair of clamps, he introduces 
them from above downward , i.e., from the base of the broad ligament 
to its superior border. With the forceps, jaws 6 cm. (z^ inches) 
long, the edge is easily included, and using the finger as a guide the 
forceps are turned a little to the right in order not to include the 
uterine wall. The tissue on the uterine side of the forceps is then 
cut free with the scissors. The left side is treated in the same way 
and more easily ; a final cut of the scissors ends the operation. 

If the clamp is too short to include the superior border, it is 
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easy to place a secondary clamp on a level with the uterine cornu 
before cutting the uterus free. 

If this inversion seems difficult because of the size of the organ, 
the clamping process can be done in successive stages. The partial 
enucleation being finished and the peritoneum opened, it is neces¬ 
sary to seize the base of each ligament, the bite being close to the 
side of the uterus on account of the ureter; the tissue to the height 
of the clamp having been cut and the uterus drawn down, a second 
clamp is applied so as to include the free border of the ligament, 
which is drawn down by the finger. In case the uterus is so large 
that the second clamp does not suffice, one can do the morcellement 
operation next to be described. This operation is very short. The 
extirpation of the uterus proper lasts from five to ten minutes. That 
is the end of the operation proper. The additional hremostasis, and 
the careful placing of tampons, prolongs the whole to twenty or 
twenty-five minutes. 

The patient is put to bed ; the clamps are supported by a roll of 
gauze about them ; the legs are slightly flexed. For forty-eight hours 
she is catheterized regularly. Morphine is given if indicated. 

On the third day the clamps are removed carefully, without dis¬ 
arranging the tampons. These remain in place for a week. At the 
end of two or three weeks the patient is able to be up and about, and 
in two months the vagina is quite healed. 

{b) Cases in which the Uterus is Adherent .—There are some 
uteruses firmly fixed high in the pelvic cavity, and which descend 
but slightly on traction ; others are somewhat better in this respect, 
but are deflected, retroverted, or the cervix is concealed. Some, not- 
withstand the extent of their lesions, are movable, but owing to the 
narrow passage are prevented from descent, and must be operated 
upon as they lie. 

The loosening of the inferior section is always made in the same 
way as just described, but it takes longer, is more difficult, and an 
anterior retractor plays an important role. The assistant stands at 
the operator’s right, and holds it obliquely upon the anterior surface 
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of the uterus. (If too horizontal, its end may press upon the bladder, 
and its base obscure the field ; if too vertical, it encroaches too much 
on the passage, and interferes with the use of the scissors.) 

If by this means the peritoneal cul-de-sac is quickly reached and 
opened, the blade of the retractor is placed in it, and the assistant 
no longer has the care of looking out for the bladder. Usually, the 
peritonaeum is not opened till later during the morcellement. It is 
necessary to stop in this separation of the bladder when the finger, 
working in the cellular tissue, perceives that the two folds of the 
broad ligaments must be divided in order to draw down the uterus. 

Behind, the broad and short retractor is held firmly by an 
assistant at the left, who depresses the commissure. A long blade is 
occasionally needed to depress the posterior fornix and raise the 
uterus; the finger usually is able to do this, and so clear the way 
toward the uterine arteries, for to secure these all of the first efforts 
in operations of morctlUment are directed. 

The finger glides from the uterus toward the base of the broad 
ligament, penetrates it, separates the anterior layer of the peri¬ 
toneum, and with it the ureter which is near by. Then passing 
behind, the posterior layer is pushed back, and thus the bundle of 
vessels is freed, which one can then seize between the two fingers. 
The index finger placed before the artery feels its pulsations, and so 
is able to direct the blades of a long clamp which is now applied, 
and which bites the broad ligament about i cm. inch) from the 
cervix. A bite 3 cm. (1 % inches) thick makes htemostasis certain, 
and prevents further care for the ureter. A stroke of the scissors at 
the right and left along the forceps blades, and the inferior segment 
is free. 

It is here that the method of operation changes according as one 
has to deal with enlarged and thickened adnexa, or with pockets of 
pus. In the first condition mentioned, we have to operate upon a 
case in which the uterus is large, congested, with a mass upon either 
side formed by enlarged ovaries and tubes; peritoneal adhesions 
behind frequently obliterate the cul-de-sac of Douglas. The tubes 
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are rarely sufficiently large to come in front of the uterus, so this 
space is free ; the removal of such a mass involves the opening of the 
peritoneal cavity. 

In order to disengage the uterus it is necessary to cut piecemeal 
from below upward, reaching little by little the cornua. These are 
then drawn toward the median line. A pedicle made for each by 
means of long clamps, and then each separated from the adnexa by 
cutting away with the scissors. The ovaries and tubes are left 
until the removal of the uterus gives free access to them. 

Here are the rules for morcclUment: With the scissors divide the 
cervix into an anterior and a posterior half. Make this cut deep ; 
then depress the posterior lip, and cut obliquely from below upward, 
so as to remove at one stroke a large, long piece of tissue. Now, if 
you grasp the anterior lip and draw it toward you, the uterine globe 
will commence to roll toward you on its vesical aspect, owing to the 
free space which you have just made behind it. While drawing the 
mass downward the scissors denude it, and the anterior retractor con¬ 
tinues to bring it nearer ; you gain ground already. Now attack the 
remaining lip and cut it across, taking care, however, before sever¬ 
ing it completely, to grasp the mass above with strong toothed 
forceps, to prevent its slipping up out of reach. 

Still holding the anterior edge of the remainder, you strive to 
cause this to invert itself forward, and the pressure of the retractor, 
collecting the vessels, obliges you to cut with your scissors a thin 
lamella of cellular tissue leading to the peritonaeum. If the uterus is 
yielding, you may make one or two more transverse cuts, treating 
the lips thus formed as before. Soon the serous membrane is seen 
at the fundus of the uterus. 

Suppose, however, that the uterus descends with difficulty and 
prevents further transverse incisions, and that the mass affords a bad 
hold, or even slips from the forceps and escapes above the retractor. 
Prevent such an accident by placing two forceps at left and right, 
cut the uterus away piercemeal from below upward, changing the 
forceps from time to time, and work up to the peritonaeum. Having 
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reached this, place the retractor in this new position. The bladder 
is now protected, and you can work more rapidly. The removal of 
the central mass is easily accomplished; the cornua approach one 
another and descend in the form of a V. The cornua are then 
clamped separately, and the balance of the uterus cut away. Four 
long clamps are absolutely essential to secure haemostasis, and 
frequently supplementary ones need to be used should one or two 
arteries slip from the grasp of the primary clamps. 

The lateral masses formed by the ovaries and tubes demand 
treatment next. The two retractors, always in the same position, 
suffice to open the field to view, and the clamps already in place 
make excellent tractors. Traction is made on one side, the strength 
of the adhesions ascertained; the finger is introduced, and feels the 
ovary tube; a clamp is put above them, or, better still, seizing the 
cornua and the adnexa with the finger, a new clamp is applied above 
them, and they are cut off. Such are the simple cases. 

In other cases the tubo-ovarian mass is seated high up and 
strongly adherent. The finger does not reach it well, and traction 
accomplishes nothing. What is to be done? Do not introduce the 
entire hand, as is sometimes advised. With a little patience the 
result can be attained without this brutal manoeuvre. Draw strongly 
on the cornua, and explore as well as possible with the index and 
middle fingers. The tube, omentum or intestine can be differentiated 
by touch. The angle of juncture is found by careful searching, and 
pressure makes the parts descend slightly. The tip of the tube 
appears; it is seized, worked loose, and little by little, just as in a 
difficult laparotomy, the tubes worked loose. Sometimes the use of 
ordinary clamps or forceps, with fenestrated blades, may be of assist¬ 
ance in the early stages of operation. 

More difficult still are those cases in which fibrous processes 
exist, invading the pelvis, surrounding ovaries and tubes, which may 
themselves be sclerotic and strongly adherent behind the broad liga¬ 
ment. An operator soon learns what a task such conditions impose 
upon him. In such cases the removal of one ovary and tube may be 
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effected; in others, both sides must be left, and merely a “uterine 
castration’’ done. The mere removal of the uterus in such cases 
usually causes atrophy of the adnexa, and so effects a cure. 

Cases of hydrosalpinx require no special manipulation, though 
sometimes it is better to protect the peritoneal cavity with sponges, 
and then open them in sight before making traction upon them, thus 
preventing their unexpected rupture. 

In cases when pyosalpinx or pus pockets add new dangers to the 
operation, sometimes the uterus is removed morccllemcnt; the tubes 
appear red and congested like two serpents. These two movable masses 
are sometimes removed easily, or perhaps a cystic ovary and a pus 
tube may appear. In all these cases this pus should first be evacuated, 
but carefully to avoid peritoneal infection; one or' two sponges on 
holders are placed by the side of the mass and above it. Then the 
sac is opened with a bistoury and kept from closing with toothed 
forceps. When the pus has all escaped, the cavities should be irri¬ 
gated with sublimate. The tubes are then carefully removed with 
the fingers and forceps. 

In case a pus pocket is accidentally opened into during the 
operation, the opening should be enlarged and all the pus allowed to 
escape that will, followed by thorough irrigation. This course should 
also be pursued with the multiple pockets shut off by adhesions which 
sometimes occur. In such cases the application of clamps should be 
made with extreme care, as the tissues are friable and often bleed 
easily. Such cases of multiple foci of suppuration demand the 
greatest care and patience. Where the extirpation of all the pus 
pockets is impossible, the chief care of the surgeon is to afford each a 
free exit and to irrigate them freely. In some cases, even though 
very rarely, the pelvis may be so completely filled with adhesions as 
to render the operation an impossibility. 

The pus cavities thoroughly irrigated are packed lightly with 
strips of iodoform gauze, and the usual vaginal tampons are inserted. 
The gauze is removed from time to time and cleanliness maintained. 
This comprises the substance of the after treatment. 
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(V) Utertne Fibromata .—The extirpation of such tumors follows 
the rules already given, and merely a few new suggestions can be 
given under this head. 

The fibrous uteruses which should be removed per vaginam are 
those which, instead of containing a single submucous tumor, which 
can of itself be enucleated, contain one or more tumors in their walls 
which can only be relieved by removing the organ itself. At the 
same time they must not be too large. Mere size, however, is not 
the only criterion. The position occupied by the tumor, and the 
ease with which it can be reached, are also important. 

The operation begins as already described. Even when the 
cervix is effaced by hypertrophy of one of the lips, or is hidden 
behind the symphysis, one can always seize it and bring it to view, 
gently far enough to make the circular incision, separate it little by 
little from the vaginal walls, separate the base of the broad ligament 
and clamp the uterine arteries at any rate. Richelot has done this 
in thirty-two cases of hysterectomy for fibroids. The uterine artery, 
whatever may be the size of the tumor, always bears the same relation 
to the cervix, and is always to be found by the same manipulation. 
It is always a good plan to commence by securing it, as the 
haemostasis is then done for the rest of the operation. It should be 
remembered always that there often exist in such fibroid uteruses 
large and dilated branches of the uterine artery, which may be as 
important as the main vessel. It may be necessary to clamp these 
before proceeding to remove the tumor. 

The ureter is thus preserved in its normal relations, and is no 
longer endangered by subsequent manipulation. It may sometimes 
be distorted by the presence of a fibroid in the lower segment, in 
which case one can cut away the fibroid from the middle toward the 
periphery. 

The field of operation being dried, it is necessary to work toward 
the sacs containing the fibromata. Open the cervix widely by the 
bilateral incision, cut away the uterine tissue, which forms an obstacle- 
From now on there are some modifications in the operation necessary. 
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The anterior retractor has a difficult role to play, since the peritoneal 
reflection is higher than usual and is opened later. The irregularities 
of the tumor, too, can hinder progress and even prevent one from 
reaching the fundus when the peritonaeum is reached. Small fibro¬ 
mata are frequently met with in the course of the operation; these 
can be gently removed, and usually can be drawn out with a pair of 
forceps. The right and left of the tumor can be grasped with strong 
forceps, and then bit by bit with long handled bistoury, or with 
scissors, the mass can be|removed till finally the cornua can be drawn 
together and treated as before. -Often, if the uterus is very large and 
globular, the greatest patience is necessary, as it is smooth, hard and 
slippery, and unless care be taken may slip away from the grasp. 
Extra and unexpected tumors may come to view, and the operation 
may be extended to two or three hours. 

The ovaries and tubes should be treated as may be necessary, 
and the same rules hold as now given in the preceding section. 

The results of these operations, often long and sometimes 
frightful to behold, the author claims to be surprisingly good and the 
reaction slight or entirely wanting, the patient usually having little 
pain and scarcely any rise of temperature. 

H. P. de Forest. 


SUGGESTIONS FOR EFFECTING SPHINCTERPLASTY AFTER 
AMPUTATION OF THE RECTUM. 

Ch. Willems , 1 of Ghent, following von Hacker’s idea of mak¬ 
ing the abdominal opening of a colostomy through the separated 
fibres of the rectus abdominis, in order that the patient may have a 
voluntary control over the bowel movements, has applied the same 
principle to the amputated rectum, using as the muscle of voluntary 
control the gluteus maximus. He proceeds as follows: When 
the amputation is not done especially high it not is difficult to draw 


1 Centbl. f. Chirg., May 13, 1893. 



